1. Introduction {#sec1}
===============

Sleep disturbances, such as difficulty falling and staying asleep and nightmares are two of the diagnostic symptoms of posttraumatic stress disorder (PTSD) ([@bib40]). Sleep problems in PTSD include reduced self-reported and objective sleep duration and lower reported sleep quality (for review see [@bib42]) and up to 60% of people with PTSD and insomnia complaints also meet criteria for an insomnia disorder ([@bib25]).

Trauma-focused psychological therapies are the first-line recommended treatments for individuals suffering from PTSD, including when comorbid insomnia is present. It is therefore important to understand the effects of trauma-focused PTSD treatments on sleep outcomes in order to maximize PTSD treatment efficacy. Only a small number of studies have investigated the effects of trauma-focused PTSD therapies on sleep outcomes ([@bib1], [@bib3], [@bib12], [@bib11], [@bib13], [@bib20], [@bib21], [@bib24], [@bib27], [@bib39]). Improvement in sleep has been found for prolonged exposure (PE) and cognitive processing therapy (CPT) for PTSD ([@bib3], [@bib11], [@bib12], [@bib13]), eye-movement desensitization and reprocessing therapy ([@bib27]), other cognitive behavioural therapies ([@bib1], [@bib20], [@bib24], [@bib39]), and cognitive therapy for PTSD (CT-PTSD) ([@bib21]). Direct comparisons of two evidence-based, trauma-focused PTSD therapies, CPT and PE, found no differences in sleep improvement between treatments ([@bib12]; [@bib13]).

However, studies have also found that despite improvements in self-reported sleep duration and/or quality ([@bib1], [@bib12], [@bib13], [@bib21], [@bib27], [@bib39]), nightmares ([@bib1], [@bib13], [@bib20]), and insomnia symptoms (e.g., [@bib13]), sleep difficulties are commonly residual after PTSD therapy ([@bib1], [@bib11], [@bib12], [@bib13], [@bib21]), including in those who have recovered from PTSD ([@bib39]).

It would therefore be important to investigate further which PTSD therapies, and which aspects of PTSD therapy, best promote sleep improvements, and whether sleep problems are residual to the same extent across different psychotherapies for PTSD. To our knowledge, no study has yet compared the effects of trauma and nontrauma-focused psychotherapy for PTSD on sleep, in adults. If trauma-focused therapy has superior effects on sleep compared to nontrauma-focused therapy, this may suggest that the focus on trauma memories and their meaning in these treatments may contribute to sleep improvements. It is also of interest to explore whether sleep improvement coincides with certain procedures in treatment that aim to change the "here and now" quality of trauma memories, such as the *updating memories procedure* in CT-PTSD ([@bib7]). In this procedure, the individually most upsetting moments in memory are linked to less threatening meanings that the patient and therapist have identified from the course of events (e.g., "I did not die") or through cognitive restructuring (e.g., "I could not have prevented the trauma even if I had acted differently").

Furthermore, few studies have investigated which symptom changes are associated with sleep improvements with trauma-focused PTSD therapy (e.g., [@bib21]). Understanding whether treatment changes symptoms that have been associated with sleep disturbances in PTSD, such as arousal (see [@bib44]) and trauma-related nightmares ([@bib36]), would be informative.

Finally, research demonstrating the importance of sleep in learning and memory, emotional processing ([@bib6], [@bib34], [@bib35], [@bib38]), and retention and generalization of fear extinction learning ([@bib16], [@bib26]) has contributed to concerns that reduced sleep duration may have a detrimental effect on response to psychological PTSD treatments. Many of the trauma-focused treatments for PTSD involve some form of exposure to trauma memories and reminders ([@bib28]), and it is possible that reduced sleep duration may interfere with the effects of exposure through impairing retention of fear extinction learning. Poor sleep may also interfere by impacting an individual\'s ability to retain learning from the treatment session through reducing concentration and attention in therapy, or interfering with consolidation of new information from the session, such as updated information and meanings in the trauma memory. There is also some evidence that poor sleep quality predicts a slower response to PTSD treatment, in people with PTSD and comorbid major depression ([@bib21]). However, recent studies have also found that nightmares did not impact the efficiency of CBT for PTSD ([@bib20]), and that while sleep-directed hypnosis before CPT for PTSD improved sleep more than a control condition, it did not lead to greater improvements in PTSD symptoms after CPT ([@bib11]), and thus initial evidence is so far inconclusive. Further research is needed into the effects of reduced sleep duration on PTSD treatment outcomes.

1.1. Study aims {#sec1.1}
---------------

The primary aim of this study was to compare the effects of a trauma-focused and a nontrauma-focused psychotherapy for PTSD on self-reported sleep, in a randomised controlled trial design, in a secondary analysis of a clinical trial by [@bib9]. This trial compared trauma-focused CT-PTSD ([@bib7], [@bib8]) to emotion-focused supportive therapy, an active nontrauma-focused treatment, and a waitlist control. Both psychotherapies (cognitive and supportive therapy) led to greater changes in PTSD symptoms than the waitlist, and CT-PTSD lead to greater improvements in PTSD symptoms than supportive therapy (see [@bib9] for full results). For the sleep study presented here, sleep duration was the primary outcome measure as it was the most regularly available sleep outcome. Additional analyses included sleep quality and insomnia symptoms that were assessed before and after treatment.

Specifically, the present study investigated whether 1) trauma-focused (CT-PTSD) and nontrauma-focused psychological treatment (supportive therapy) lead to greater improvement in sleep than the waitlist control, and 2) the degree of sleep improvement depends on whether the intervention is trauma or nontrauma-focused. If psychotherapy generally improves sleep, both CT-PTSD and supportive therapy would be expected to lead to greater improvement in sleep than a waitlist. If trauma-focused therapy is important for improving sleep with PTSD treatment, then CT-PTSD would be expected to lead to greater improvements in sleep than supportive therapy, which focuses on present feelings and problems, rather than trauma memories and their meanings.

The study further investigated 3) whether the memory-updating procedure in CT-PTSD was associated with sleep improvements. To do this, the study compared two versions of CT-PTSD, a standard weekly version and an intensive version, in which the interventions which promote memory-updating were delivered over five to seven working days, compared to three months for standard CT-PTSD. This enabled investigation of whether sleep improvements coincided with interventions that facilitate memory-updating: First, by comparing standard and intensive treatment at a time point when memory-updating had taken place for the intensive, but not the standard weekly CT-PTSD group; and second, by analysing daily sleep diaries completed by the intensive CT-PTSD group, to compare sleep directly before and after memory-updating. If linking the worst moments in trauma memories with less threatening meanings promotes sleep improvements with CT-PTSD, then it would be expected that sleep would significantly improve after the memory-updating procedure in therapy.

Next, 4) the effect of sleep duration on PTSD treatment outcome was also investigated. If reduced initial sleep duration interferes with treatment outcome, it would be expected that lower sleep duration at pre-treatment would predict more severe PTSD symptoms at post-treatment.

Finally, 5) in patients who received CT-PTSD, associations between improvement in sleep duration and symptoms hypothesised to be related to sleep improvements were explored. These were reductions in nightmares, hyperarousal and anxiety about going to bed.

2. Methods {#sec2}
==========

2.1. Participants {#sec2.1}
-----------------

Participants were out-patients with PTSD (N = 121) who participated in a randomized controlled trial comparing psychological treatments for PTSD and a waitlist condition ([@bib9], ISRCTN: 48524925). The sample comprised 71 women and 50 men (aged 18--65) who met diagnostic criteria for PTSD, as determined by the Structured Clinical Interview for DSM-IV ([@bib43]). Participants were included if PTSD was their primary diagnosis, and their current intrusive memories were linked to one or two traumas in adulthood. Details of trauma type and demographics are shown in [Table 1](#tbl1){ref-type="table"} (see [@bib9], for further sample details).Table 1Demographic information and trauma characteristics by treatment condition.Table 1DemographicsIntensive Cognitive Therapy (*N* = 30)Standard Cognitive Therapy (*N* = 31)Supportive Therapy (*N* = 30)Waitlist (*N* = 30)MSDN%MSDN%MSDN%MSDN%SexFemale1860.01858.11756.71860Male1240.01343.91343.41240Ethnic GroupCaucasian2273.32064.52273.32170Ethnic Minority826.71135.5826.7930Age(Years)39.712.441.511.737.89.936.810.5**Traumas**MSDN%MSDN%MSDN%MSDN%Type of Main Traumatic EventInterpersonal Violence^1^1240.01238.71136.71033.3Accidents/Disaster1136.71122.61410.01033.3Death/Harm to Others26.713.226.7413.3Other516.7722.6310.0620Time since Main Traumatic Event3 months - 1 year1033.31445.2827.81446.71 to 2 years1033.3516.1724.16202 to 4 years723.31135.5827.6310More than 4 years310.013.2620.7723.3History of Other TraumaYes2263.32167.72376.72066.7No826.71032.3723.31033.3Reported History of Childhood AbuseYes516.726.5413.3310.0No2583.32993.52686.72790.0**Comorbidity**Anxiety DisorderYes1033.3722.61033.31033.3No2066.72477.42066.72066.7Depressive DisorderYes1240.0722.61136.71446.7No1860.02477.41963.31653.3Substance AbuseYes620.1619.5620.126.7No2480.02580.62480.02893.3History of Substance DependenceYes26.7412.926.713.3No2893.32787.12893.32996.7Axis II disorderYes723.3516.1413.3826.7No2376.72683.92686.72273.3

2.2. Treatment conditions {#sec2.2}
-------------------------

Participants were randomly allocated to one of four conditions: (1) trauma-focused cognitive therapy for PTSD (CT-PTSD), delivered over 12 weeks (N = 31); (2) intensive CT-PTSD (N = 30) delivered over five to seven days; (3) emotion focused supportive therapy, delivered over 12 weeks (N = 30); or (4) a 14-week waitlist (N = 30). By the 14-week assessment patients in all treatment conditions had received equivalent therapist input of up to 20 hours of therapy. The therapy conditions are outlined below (see [@bib9], for full details).

### 2.2.1. Cognitive therapy for PTSD (CT-PTSD; [@bib8]) {#sec2.2.1}

This is a trauma-focused therapy, which follows Ehlers and Clark\'s model of PTSD ([@bib7]). The treatment aims to reduce the patient\'s sense of current threat by changing problematic meanings of the trauma and its consequences, elaborating and updating the memories of the trauma with information that gives them a less threatening meaning at present, discriminating triggers of intrusive memories, and changing behaviours and cognitive processes that maintain PTSD, such as rumination and safety behaviours. For details of procedures see: <http://oxcadat.psy.ox.ac.uk/downloads/CT-PTSD%20Treatment%20Procedures.pdf/view>. Sleep was not directly targeted. CT-PTSD was delivered in 12 weekly sessions over three months (standard CT) or as an intensive therapy (intensive CT), which was delivered daily over five to seven working days and two shorter sessions one week and one month later.

### 2.2.2. Emotion-focused supportive therapy (EST) {#sec2.2.2}

This non-directive treatment focuses on the patient\'s emotions rather than cognitions. After normalizing PTSD symptoms, the therapist gave the rationale that the trauma had left the patient with unprocessed emotions and that therapy would provide them with support and a safe context to address their unresolved emotions. Patients could freely choose what problems to discuss in the session, including any aspect of the trauma. Therapists helped patients clarify their emotions and solve problems. EST was delivered in 12 weekly sessions over 3 months.

### 2.2.3. 14 week waitlist {#sec2.2.3}

Patients waited for 14 weeks before random allocation to either weekly (*n* = 13) or intensive CT-PTSD (*n* = 11).

2.3. Measures {#sec2.3}
-------------

Self-reported PTSD symptom severity (excluding sleep) and sleep duration were assessed at baseline (pre-treatment/wait), 6 weeks and 14 weeks (post-treatment/wait). Treatment groups were also assessed at 3 weeks, and at the 27- and 40-week follow-ups. Assessments with an independent rater unaware of allocation were conducted at baseline, 14 weeks, 27 and 40 weeks. Other sleep outcomes (insomnia symptoms, nightmares and sleep quality) were assessed at baseline and 14 weeks. Sleep quality and sleep duration (total time spent asleep) are two of a number of sleep outcomes recommended in the subjective assessment of sleep ([@bib41]), and provide information about the subjective experience of sleep.

### 2.3.1. Main measures completed by all groups {#sec2.3.1}

Patients in the treatment groups completed a PTSD symptom measure and reported sleep duration at baseline, 3, 6, 14, 27 and 40 weeks, and those in the waitlist group at baseline and weeks 6 and 14.

#### 2.3.1.1. PTSD symptoms {#sec2.3.1.1}

The main PTSD symptom measure for the purposes of the present study was the Posttraumatic Diagnostic Scale (PDS) ([@bib10]), a self-report questionnaire measuring the overall severity of 17 PTSD symptoms specified in the DSM-IV. The PDS has shown good reliability and concurrent validity with other PTSD measures. Sum scores range from 0 to 51. In the present study, the results of independent assessments with the Clinician-administered PTSD Scale (CAPS) for DSM-IV ([@bib2]) showed identical results to the PDS for outcome, but the CAPS was given less frequently than the PDS (see [@bib9]), and so PDS-assessed PTSD symptom severity is reported. The PDS sleep item ('*having trouble falling or staying asleep*'), was omitted for the purposes of the present analyses, and the PTSD severity score was based on the remaining 16 items.

#### 2.3.1.2. Self-reported sleep duration {#sec2.3.1.2}

Patients reported how many hours of sleep they had had on average per night over the past week. This was used as the primary sleep outcome measure in this study, as duration was available at every assessment point, and in the sleep diary (see below), whereas the additional sleep measures (with the exception of the PDS insomnia item) were only available at initial assessment and 14-weeks.

### 2.3.2. Additional measures completed by all groups {#sec2.3.2}

To explore other aspects of sleep and potentially associated processes, further measures were taken at baseline and 14 weeks.

#### 2.3.2.1. Self-reported sleep quality {#sec2.3.2.1}

Patients rated their overall sleep quality over the past week ('*overall, how well did you sleep*?' rated on a scale from 0 *\'not at all well*\' to 100 *\'very well*\'). Two participants in each group had missing data because the measure was introduced with delay.

#### 2.3.2.2. Insomnia symptoms {#sec2.3.2.2}

Severity of sleep problems was also assessed with the CAPS insomnia item (*'problems falling or staying asleep';* frequency plus intensity rating, each measured on a scale from 0 to 4), at initial assessment and 14 weeks. For comparison, we also analysed the PDS insomnia item 13 (*'having trouble falling or staying asleep'*; frequency rated on a scale from 0 '*not at all*' to 3 '*5 or more times a week*') at these time points. The percentage of patients meeting the clinical cut-off for the CAPS insomnia item (frequency at least 1, and intensity at least 2 *'30 -- 90 min loss of sleep'*) at initial assessment and 14 weeks, was also calculated.

#### 2.3.2.3. Associated symptoms: arousal, nightmares and pre-bed anxiety {#sec2.3.2.3}

Symptoms that may be associated with treatment effects on sleep duration included nightmares (CAPS and PDS item), hyperarousal symptoms, excluding difficulty falling and staying asleep (mean of CAPS hyperarousal items, and of PDS hyperarousal items: 14, 15, 16 and 17), and patient ratings of feeling anxious about going to bed (on a scale from 0 *\'not at all*\' to 100 *\'very much\'*).

### 2.3.3. Measures completed by intensive cognitive therapy patients only {#sec2.3.3}

#### 2.3.3.1. Sleep diary (daily reported sleep duration) {#sec2.3.3.1}

Participants receiving intensive CT-PTSD (including those initially allocated to waitlist; N = 32) reported their sleep duration in a sleep diary each morning for 6 weeks in total; two weeks pre-treatment, two weeks during the intensive treatment phase (one week) and the following week (one week), and two weeks before the 6-week assessment. Participants reported how many hours and minutes they had slept the previous night. Weekly self-reported sleep duration (from the questionnaires) correlated with the mean sleep duration reported in the diary at pre-treatment (*r* = 0.85, N = 32), and post-treatment (*r* = 0.78, *n* = 26).

2.4. Data analysis {#sec2.4}
------------------

Analyses were conducted using SPSS version 22. To test whether psychological treatments lead to improvements in sleep (Question 1), an analysis of covariance (ANCOVA) compared reported sleep *duration* at 6 and 14 weeks, with the between-subject factor 'condition' (CT, EST, wait) and the within-subject factor 'time', and the covariate baseline sleep duration. Overall effects of condition are reported, as well as adjusted mean differences and 95% confidence intervals (CI) for differences between the treatment conditions and waitlist. Effect sizes (ES) are reported as partial η2, with small ES ≥ 0.01; medium ≥ 0.06; and large ≥ 0.14. Additional ANCOVAs compared the other sleep measures taken at baseline and 14 weeks (sleep quality, insomnia items from the CAPS and PDS) with between factor 'condition' (CT, EST, wait), controlling for baseline severity. Changes in the proportion of patients meeting the clinical cut-off on the CAPS insomnia item before and after therapy were compared with related-samples McNemar tests.

To test whether cognitive therapy leads to greater improvement in sleep than supportive therapy (Question 2), an ANCOVA compared reported sleep *duration* at 6, 14, 27 and 40 weeks, with the between factor 'condition' (CT, EST) and the within-subject factor 'time', controlling for baseline sleep duration. For this analysis, the treatment groups (CT, EST) included participants that were initially allocated to the waitlist. Treatment group differences on additional sleep measures (sleep quality, insomnia symptoms; CAPS and PDS) measured at 14 weeks were analysed with further ANCOVAs, controlling for baseline severity.

For comparison, parallel analyses are reported for PTSD severity excluding sleep (PDS, see [@bib9], for comprehensive analyses of PTSD and other outcome measures).

Question 3 was analysed in three steps. First, an ANCOVA compared sleep duration in intensive and standard CT at 3 weeks, controlling for baseline sleep duration. By the 3-week assessment, the intensive, but not the standard CT group, had completed the memory-updating interventions. This analysis included the patients randomly allocated after waiting for treatment (N = 44 standard CT, N = 41 intensive CT). Second, sleep diaries completed by the intensive CT group were analysed. A one-way repeated measures ANOVA, and planned contrasts compared mean reported sleep duration before, during and after intensive CT. Third, the impact of the memory-updating procedure on sleep duration was examined by comparing sleep duration reported in the diary before and after the first discrete period of memory-updating in intensive CT, with sleep duration before and an equivalent amount of time after a randomly selected pre-treatment day with no intervention (Mean day = 4.78, SD = 2.75). Memory-updating was most commonly done for the first time on the second day of intensive treatment (39.3% of patients). Updating was done between one and four times (M = 2.09, SD = 1.04), and on average concluded on day 4 of treatment (M = 4.12, SD = 1.54).

To address Question 4 (impact of reduced sleep duration on PTSD treatment outcome), correlation and regression analyses examined the relationship between sleep duration at initial assessment and end of treatment (14 weeks), and treatment outcome (PDS at 14 and 40 weeks), controlling for PDS. This analysis included all 85 patients who received cognitive therapy, including those who had initially been allocated to the waitlist. An ANCOVA checked beforehand that there were no effects of type of CT (intensive versus standard) or allocation (immediate versus post-wait), nor an interaction, all *p*\'s \> 0.32.

To investigate other measures that may be associated with improvement in sleep duration in therapy, symptoms that were hypothesised may be associated with sleep improvements were explored (Question 5). ANCOVAs tested differences between conditions (CT, EST, wait) for nightmares, hyperarousal symptoms (CAPS, PDS), and patient-rated anxiety about going to bed at 14 weeks, controlling for baseline severity. In patients treated with CT-PTSD, sleep duration change with treatment was correlated with change in nightmares and hyperarousal symptoms (CAPS, PDS), and anxiety about going to bed.

3. Results {#sec3}
==========

3.1. Question 1: Do psychological therapies for PTSD improve self-reported sleep? {#sec3.1}
---------------------------------------------------------------------------------

### 3.1.1. Sleep duration {#sec3.1.1}

[Fig. 1](#fig1){ref-type="fig"} illustrates the changes in reported sleep duration across the assessment points for cognitive therapy, supportive therapy and waitlist (see [Table 2](#tbl2){ref-type="table"} for descriptive statistics). The ANCOVA showed a significant difference between the conditions, *F*(2, 117) = 4.30, *p* = 0.016, partial η^2^ = 0.07. Cognitive therapy, but not supportive therapy, led to greater improvement in sleep duration than the waitlist control, baseline-adjusted differences (sleep duration) for CT = 0.73 (95% CI = 0.20 to 1.26), *p* = 0.008; and for EST = 0.21 (95% CI = −0.41 to 0.82), *p* = 0.51. Patients receiving CT reported sleeping 55.2 min longer after treatment (14 weeks), compared to 21.6 min longer with supportive therapy and 12.6 min on the waitlist (see [Table 2](#tbl2){ref-type="table"}).Fig. 1Mean hours of sleep (and standard error bars) reported by patients receiving cognitive therapy (CT; standard and intensive combined, immediate allocations only), emotion-focused supportive therapy (EST) and waitlist.Fig. 1Table 2Mean and standard deviations (SD) at each assessment point for the psychological treatment and waitlist conditions, and for intensive and standard cognitive therapy (including those initially allocated to the waitlist).Table 2Cognitive Therapy (CT) (N = 61)Supportive Therapy (N = 30)Waitlist (N = 30)Intensive CT, including post-wait (N = 41)Standard CT, including post-wait (N = 44)Hours of SleepMeanSDMeanSDMeanSDMeanSDMeanSDBaseline5.161.535.351.545.151.485.131.535.381.693 weeks5.861.775.621.14----6.111.595.621.846 weeks5.971.775.531.035.231.565.951.865.981.6614 weeks6.082.055.711.125.361.666.031.666.312.2327 weeks6.071.785.611.42----5.881.726.421.7140 weeks6.141.725.531.54----6.081.786.511.85Sleep Diary Data: Hours of SleepPre-treat------------5.431.44----During treat------------5.621.34----Post-treat------------6.431.73----PTSD Severity (excluding sleep)Baseline30.696.7932.116.9330.057.3330.696.9429.747.013 weeks18.5910.2726.4311.48----16.218.9022.6710.516 weeks14.539.5621.7312.3329.766.8613.868.4116.8011.7114 weeks9.759.5118.4013.0327.049.0210.778.608.739.6627 weeks11.0111.0117.3712.06----11.8210.018.8110.3140 weeks10.4510.8019.3813.96----12.1710.989.5610.35  Further measures at Baseline and 14 WeeksSleep QualityBaseline34.8221.3031.0720.6136.0719.6935.8520.2533.0820.6414 weeks58.9527.3346.6126.8133.0416.7457.5631.0356.7923.60Insomnia item (PDS)Baseline1.981.012.150.882.400.721.980.982.170.9214 weeks0.891.051.570.972.200.850.801.180.990.99Insomnia item (CAPS)Baseline5.482.436.051.835.082.225.112.385.402.6214 weeks2.993.234.503.334.732.662.633.273.013.04Insomnia item (CAPS, percent and N meeting clinical cut-off)Baseline78.7%48/6190.0%27/3076.7%23/3078.0%32/4175.0%33/4414 weeks44.3%27/6163.3%19/3070.0%21/3046.3%19/4136.4%16/44Bad dreams and nightmares (PDS)Baseline1.570.961.530.861.530.941.430.931.511.0514 weeks0.430.670.900.991.170.960.420.720.460.74Bad dreams and nightmares (CAPS)Baseline3.752.603.422.613.272.703.332.623.822.6314 weeks1.312.132.272.723.172.621.272.141.292.12Hyperarousal (excluding sleep, PDS)Baseline2.090.582.150.542.050.602.050.602.140.5314 weeks0.800.741.320.862.000.740.740.750.930.68Hyperarousal (excluding sleep, CAPS)Baseline18.295.1618.554.6217.005.7417.474.1819.185.9714 weeks8.267.6912.287.3417.436.287.697.759.497.48Anxiety going to bedBaseline42.5430.5933.6727.9846.3326.4539.4332.4641.7126.4514 weeks20.9830.0435.1731.8338.5029.0417.7225.6022.5630.23

### 3.1.2. PTSD symptom severity (excluding sleep) {#sec3.1.2}

PTSD symptom changes are reported for comparison. [Table 2](#tbl2){ref-type="table"} shows the changes in self-reported PTSD symptoms (excluding sleep). The ANCOVA showed a significant difference between the conditions, *F*(2, 117) = 40.40, *p* \< 0.001, partial η^2^ = 0.41. Both treatments led to greater reductions in PTSD symptoms compared to waitlist; baseline-adjusted differences for CT = - 16.63 (95% CI = −12.95 to −20.31); EST = −9.55 (95% CI = −5.26 to −13.83).

### 3.1.3. Additional sleep measures {#sec3.1.3}

For self-reported sleep quality, the ANCOVA showed a significant difference between the conditions for self-reported sleep-quality, *F*(2, 109) = 12.77, *p* \< 0.001, partial η^2^ = 0.19. Cognitive therapy led to greater changes in sleep quality than waitlist: baseline-adjusted mean difference = 26.54 (95% CI = 16.11 to 36.98), *p* \< 0.001, as did supportive therapy baseline-adjusted mean difference = 16.10 (95% CI = 3.97 to 22.23), *p* = 0.01.

For insomnia symptoms assessed with the PDS and CAPS, the ANCOVAs showed significant differences between the conditions: PDS insomnia, *F*(2, 117) = 15.84, *p* \< 0.001, partial η^2^ = 0.213; CAPS insomnia, *F*(2, 117) = 5.53, *p* = 0.005, partial η^2^ = 0.09. Cognitive therapy led to greater changes in insomnia than waitlist: baseline-adjusted mean difference for PDS insomnia = −1.12 (95% CI = −1.52 to −0.72), *p* \< 0.001; CAPS insomnia = −2.00 (95% CI = −3.23 to −0.77), *p* = 0.002. In contrast, supportive therapy was not superior to the waitlist on CAPS insomnia severity, baseline adjusted mean difference = −0.86 (95% CI = −2.30 to 0.58), *p* = 0.24, but showed advantages over the waitlist on PDS insomnia severity = −0.52 (95% CI = −0.98 to −0.60), *p* = 0.03.

Related-samples McNemar tests showed that with cognitive therapy, *p* \< 0.001, and supportive therapy, *p* = 0.021, there was a reduction in the proportion of patients with clinically significant insomnia symptoms between the initial and 14-week assessments, but not in the waitlist group, *p* = 0.69. At the 14-week assessment, 44.3% of patients who had received cognitive therapy and 63.3% of those who had received supportive therapy continued to report clinically significant insomnia symptoms, according to the CAPS.

3.2. Question 2: Does the degree of sleep change depend on whether the intervention is trauma or non-trauma-focused? {#sec3.2}
--------------------------------------------------------------------------------------------------------------------

### 3.2.1. Sleep duration {#sec3.2.1}

The ANCOVA across all assessment points showed a significant effect of treatment condition *F*(1, 112) = 6.50, *p* = 0.012, partial η^2^ = 0.06. Cognitive therapy led to greater improvement in sleep duration than supportive therapy, baseline-adjusted mean difference = 0.60 (95% CI = 0.13 to 1.06) (see [Fig. 1](#fig1){ref-type="fig"} and [Table 2](#tbl2){ref-type="table"}).

### 3.2.2. PTSD symptom severity (excluding sleep) {#sec3.2.2}

The ANCOVA for PTSD symptoms without sleep showed a significant difference between the conditions, *F*(1, 112) = 11.99, *p* \< 0.001, partial η^2^ = 0.10. Cognitive therapy led to greater improvement in PTSD symptoms than supportive therapy, baseline-adjusted mean difference = −6.54 (95% CI = −2.80 to −10.27).

### 3.2.3. Additional sleep measures {#sec3.2.3}

For sleep quality, there was a trend for cognitive therapy to be superior to supportive therapy: baseline-adjusted mean difference = 8.72 (95% CI = −1.35 to 18.79), *p* = 0.089. Cognitive therapy was superior to supportive therapy on PDS insomnia severity = −0.64 (95% CI = −1.07 to −0.25), *p* = 0.001, and for CAPS insomnia severity = −1.22 (95% CI = −2.40 to −0.04), *p* = 0.043.

3.3. Question 3: Does the memory-updating procedure in CT-PTSD facilitate sleep improvements? {#sec3.3}
---------------------------------------------------------------------------------------------

### 3.3.1. Comparison of intensive and weekly cognitive therapy at 3 weeks {#sec3.3.1}

#### 3.3.1.1. Sleep duration {#sec3.3.1.1}

The ANCOVA showed a significant effect of group (see [Table 2](#tbl2){ref-type="table"}), *F*(1, 82) = 5.75, *p* = 0.019, partial η^2^ = 0.07 on sleep duration at week 3. Patients receiving intensive cognitive therapy, who had completed the updating memory-updating intervention at this stage, reported sleeping longer than those receiving standard CT, who had not yet updated their memories, baseline-adjusted mean difference = 0.67 (95% CI = 0.11 to 1.22).

#### 3.3.1.2. PTSD symptom severity (excluding sleep) {#sec3.3.1.2}

The ANCOVA showed a significant effect of group (see [Table 2](#tbl2){ref-type="table"}), *F*(1, 82) = 11.65, *p* = .001, partial η^2^ = .124. Patients receiving intensive therapy reported fewer PTSD symptoms at 3 weeks, than those receiving standard cognitive therapy, baseline-adjusted mean difference = -6.93 (95% CI = -2.89 to -10.97).

### 3.3.2. Analysis of sleep diaries in intensive cognitive therapy: before and after memory updating intervention {#sec3.3.2}

[Table 2](#tbl2){ref-type="table"} shows the mean sleep duration for pre, during and post intensive cognitive therapy as assessed with the sleep diary. The ANOVA showed a significant effect of time on self-reported sleep duration, *F*(2, 44) = 8.68, *p* = 0.001, partial η^2^ = 0.28. There was a significant linear trend across the three time points *F*(1, 22) = 10.27, *p* = 0.004. Planned contrasts showed significant differences in sleep duration between the pre and post-treatment sleep diaries, *F*(1, 22) = 10.27, *p* = 0.004, partial η^2^ = 0.32; and between during-treatment and post-treatment diaries, *F*(1, 23) = 7.52, *p* = 0.01, partial η^2^ = 0.25. There was also a trend for a difference between pre and during-treatment sleep diaries, *F*(1, 28) = 4.13, *p* = 0.05, partial η^2^ = 0.13. Parallel to the results of the questionnaire reported sleep duration, patients receiving intensive therapy reported in the diary an increase in sleep duration of about an hour with therapy (see [Table 2](#tbl2){ref-type="table"} and [Fig. 2](#fig2){ref-type="fig"}).Fig. 2Sleep diary data: Mean sleep duration (with standard error bars) during the 7- day treatment phase of intensive Cognitive Therapy for PTSD. *Pre* = *the mean sleep duration reported in the pre-treatment sleep diary given for comparison. Eve* = *sleep duration that night (Eve 1 would be evening 1 of day 1 of intensive therapy).*Fig. 2

[Table 3](#tbl3){ref-type="table"} shows the comparison of sleep duration reported for the nights before and after memory-updating in therapy. There was a significant increase of 41.04 min of self-reported sleep duration from the night before updating to after updating, *t*(23) = −2.46, *p* = 0.022, partial η^2^ = 0.21, whereas there was no significant change in sleep duration from the night before a randomly selected pre-treatment day to an equivalent period afterwards (with no intervention), *t*(23) = −0.270, *p* = 0.79, partial η^2^ = 0.003.Table 3Mean sleep duration (hours) and standard deviations before and after memory-updating during intensive Cognitive Therapy for PTSD, and before and after no updating (or intervention).Table 3Updating (*n* = 24)No Updating (*n* = 24)MeanSDMeanSDPre updating5.141.965.521.95Post updating5.822.275.401.73Change (in hours)0.68\*\*\*1.36−0.122.23[^1]

3.4. Question 4: What is the effect of sleep duration on PTSD treatment outcome? {#sec3.4}
--------------------------------------------------------------------------------

For patients receiving CT-PTSD, shorter sleep duration at baseline correlated with higher PTSD symptom severity (PDS excluding sleep) at baseline, *r* = −0.48 *p* \< 0.001; post-treatment (14 weeks), *r* = −0.23, *p* = 0.007; and at 40-week follow-up, *r* = −0.24, *p* = 0.03. However, regression analyses showed that shorter sleep duration at baseline did not predict PTSD severity at 14 weeks, *ß* = −0.12, *p* = 0.30, and 40 weeks, *ß* = −0.07, *p* = 0.55, over and above what could be predicted from initial PDS scores (excluding sleep). Similarly, poor sleep at the end of treatment correlated with PTSD severity (PDS excluding sleep) at 40-week follow-up, *r* = −0.31, *p* = 0.003, but regression analysis showed that it did not predict PTSD symptoms over and above PTSD severity at the end of treatment, *ß* = −0.07, *p* = 0.32. This shows that sleep duration at baseline and end of treatment did not predict PTSD treatment outcome over and above what could be predicted by PTSD symptom severity.

Change in sleep duration from baseline to end of treatment, however, predicted PTSD severity at the end of treatment over and above initial PTSD symptom severity, *ß* = −0.22, *p* = 0.031.

3.5. Question 5: Symptoms that may be associated with sleep improvement {#sec3.5}
-----------------------------------------------------------------------

The ANCOVAs showed significant differences at 14 weeks between conditions for: PDS nightmares, *F*(2, 117) = 11.09, *p* \< 0.001, partial η^2^ = 0.159; CAPS nightmares, *F*(2, 117) = 10.22, *p* \< 0.001, partial η^2^ = 0.149; PDS arousal symptoms (excluding sleep), *F*(2, 117) = 31.79, *p* \< 0.001, partial η^2^ = 0.35; CAPS arousal symptoms (excluding sleep), *F*(2, 117) = 21.41, *p* \< 0.001, partial η^2^ = 0.27; and anxiety about going to bed, *F*(2, 117) = 5.17, *p* = 0.007, partial η^2^ = 0.081. Cognitive therapy led to larger improvements than the waitlist on each of these measures: baseline-adjusted mean difference for PDS nightmares = −0.75 (95% CI = −1.08 to −0.42), *p* \< 0.001; CAPS nightmares = −2.07 (95% CI = −3.00 to −1.15), *p* \< 0.001; PDS arousal symptoms (excluding sleep) = - 1.23 (95% CI = −1.53 to −0.92), *p* \< 0.001; CAPS arousal symptoms (excluding sleep) = −9.91 (95% CI = −12.92 to −6.90), *p* \< 0.001; anxiety about going to bed = −16.19 (95% CI = −28.85 to −3.53, *p* \< 0.001. In contrast, supportive therapy was only superior to the waitlist on arousal, PDS arousal = −0.74 (95% CI = −1.09 to −0.39), *p* \< 0.001; CAPS arousal = −5.96 (95% CI = −9.44 to −2.48), *p* \< 0.001. Cognitive therapy was superior to supportive therapy on all measures: PDS nightmares = −0.48 (95% CI = −0.81 to −0.15), *p* = 0.005; CAPS nightmares = −1.11 (95% CI = −2.02 to −0.178), *p* = 0.02; PDS arousal symptoms (excluding sleep) = - 0.48 (95% CI = −0.79 to −0.18), *p* = 0.002; CAPS arousal symptoms (excluding sleep) = −3.95 (95% CI = −6.94 to −0.96), *p* = 0.010; anxiety about going to bed = −17.29 (95% CI = −30.03; −4.55), *p* = 0.008.

For participants treated with cognitive therapy (N = 85), change in the frequency of nightmares correlated with changes in sleep duration; PDS nightmares *r* = 0.32, *p* = 0.003; CAPS nightmares, *r* = 0.26, *p* = 0.018, as did change in hyperarousal symptoms (excluding sleep); PDS arousal *r* = 0.21, *p* = 0.056, CAPS arousal *r* = 0.388, p \< 0.001, and change in anxiety about going to bed, *r* = 0.345, p = 0.001. This shows that sleep duration improvements were correlated with improvements in nightmares, arousal and anxiety about going to bed.

4. Discussion {#sec4}
=============

The present study investigated changes in self-reported sleep with psychological treatments for PTSD. Specifically, it was investigated whether 1) psychological therapies for PTSD lead to an improvement in sleep compared to a waitlist condition; 2) the improvement in sleep depends on whether the intervention is trauma or non-trauma-focused; 3) improvements in sleep are related to memory-updating interventions in CT-PTSD; 4) initial sleep duration affects PTSD treatment outcome; and explored 5) whether improvements in hyperarousal, nightmares and anxiety about going to bed are associated with sleep duration improvements.

The results showed that CT-PTSD, but not supportive therapy, led to greater improvement in self-reported sleep duration in comparison to a waitlist control group (Question 1). Among the additional sleep measures, the same pattern was observed for assessor-rated insomnia symptoms (CAPS). For sleep quality and self-reported insomnia symptoms (PDS) both CT-PTSD and supportive therapy were superior to the waitlist. Direct comparisons between the two treatment conditions (Question 2) showed that cognitive therapy lead to greater improvement than supportive therapy in sleep duration and insomnia symptoms (CAPS, PDS), with a trend for superiority on sleep quality. This suggests that trauma-focused therapy is more effective than non-trauma-focused therapy for improving insomnia symptoms in PTSD. Sleep duration increased by nearly one hour on average with CT-PTSD, which focuses on re-processing threatening meanings of the trauma and updating trauma memories with the revised meanings, compared to around 20 minutes with supportive therapy, which was nontrauma-focused. More people had residual insomnia on the CAPS after supportive therapy, than after CT-PTSD. The pattern of results suggests that the sleep changes with CT-PTSD were specific effects of the intervention, rather than effects of the passage of time or non-specific effects of therapy. This conclusion is further supported by the finding that for patients receiving intensive CT, the improvement in sleep duration had already occurred by the 3-week assessment, and that sleep diaries showed a significant increase in sleep duration during the week of intensive treatment (Question 3). These findings suggest that sleep improves with trauma-focused CT, where trauma memories are linked with updating information. This is consistent with a recent paper showing that sleep duration improved by an average of one hour with weekly CT-PTSD in a large sample of PTSD patients in a routine clinical service ([@bib21]), and with studies showing an improvement in sleep duration after trauma-focused therapies; cognitive processing therapy and prolonged exposure therapy ([@bib12], [@bib13]). The reported gain of one hour of sleep in CT-PTSD is similar to that observed in successful insomnia treatment with insomnia patients (see [@bib23]), which is encouraging. Sleep quality and insomnia improvements with trauma-focused treatment in the present study are consistent with previous studies showing that CBT for PTSD improves insomnia symptoms in PTSD patients (e.g., [@bib13]). However, by post-treatment (14 weeks), patients' reported sleep duration was only six hours on average, which is lower than the recommended 7--9 h for adults (see [@bib14]). Furthermore, 43.3% of patients were assessed as continuing to experience clinically significant insomnia symptoms (CAPS) after CT-PTSD. This is consistent with the findings of previous studies that insomnia is commonly residual after CBT for PTSD ([@bib1], [@bib39]). Overall these findings suggest that self-reported sleep duration, quality and insomnia symptoms (difficulties falling and staying asleep) are improved with trauma-focused CT for PTSD, but that insomnia remains residual for up to half of patients after therapy.

The design of the present study allowed for a closer examination of a core procedure (memory-updating) in CT-PTSD that may be important for facilitating sleep duration improvements with PTSD therapy (Question 3). Patients in the intensive CT group reported around a 40-min increase in sleep duration after memory-updating in therapy, whereas there was no change in sleep duration after an equivalent recording period before therapy, where no intervention was done. This suggests that memory-updating may be associated with the sleep duration improvements seen with CT-PTSD. This finding is in line with a previous study that found an increase in objective sleep duration after processing trauma memories with written narrative exposure ([@bib18]). However, in order to conclude that the memory updating intervention in CT-PTSD facilitated sleep improvements, memory updating would need to be compared to an alternative active intervention in CT-PTSD, carried out at the same point in therapy, but that did not include memory-updating. Future studies could investigate this.

The study found that initial sleep duration was not an independent predictor of PTSD treatment response over and above PTSD symptom severity (Question 4), suggesting that reduced sleep duration may not interfere with PTSD treatment outcome. This is consistent with [@bib21] recent study, which found that reduced sleep duration did not interfere with the overall efficacy of CT-PTSD. Concerns for the effects of sleep disturbances in PTSD treatment may come in part from experimental studies with healthy controls, where variables of interest were often measured after full sleep deprivation rather than sleep disturbance or reduction. The results of the current study raise the possibility that reduced sleep duration may have a less severe impact than total sleep deprivation on factors important in cognitive therapy, such as emotional and cognitive processing. This finding is encouraging as it suggests that PTSD therapy can still be effective in the presence of reduced sleep duration, but does not preclude the possibility that sleep-focused treatment, before PTSD therapy could further enhance treatment gains. The finding that changes in sleep duration predicted posttreatment PTSD symptoms over and above initial symptom severity indicates greater treatment gains in patients whose sleep improved with treatment. A recent study found that sleep impairment improvements with sleep-directed hypnosis before PTSD therapy did not augment PTSD treatment gains ([@bib11]), however the effects of sleep treatments such as CBT for insomnia, have not yet been investigated, and may yield different results.

The present study also explored symptoms that may be associated with sleep improvements with CT-PTSD, by examining whether arousal, nightmares and pre-bed anxiety were affected by treatment, and whether changes were associated with sleep duration improvements (Question 5). The direction of effects between sleep improvement and improvements in nightmares, arousal and pre-bed anxiety were not determined in this study. However, the results, particularly differences in the effects of trauma and non-trauma-focused psychotherapy, generate some interesting hypotheses about how CT-PTSD may improve sleep duration, based on previously proposed mechanisms of therapeutic change with CT-PTSD ([@bib8]).

There are several proposed mechanisms of PTSD symptom change with CT-PTSD ([@bib8]). The first is a change in the trauma memory, through elaborating and updating the trauma memory with new meanings. In the current study, one possibility is that change in the trauma memory could have affected sleep duration through reducing both daytime and night-time intrusive memories and nightmares, and reducing hypervigilance and hyperarousal, and an overall sense of current threat. The results of the present study were consistent with this interpretation, as only CT-PTSD led to a greater reduction in nightmares than the waitlist, and nightmare and hyperarousal reduction with CT-PTSD were associated with improvements in sleep duration. For hyperarousal symptoms, supportive therapy also led to greater changes than the waitlist, possibly suggesting that a reduction in hyperarousal may be a less specific pathway to sleep duration improvements in patients with PTSD, than a reduction in nightmares. This would need to be explored in further research.

The second proposed pathway of PTSD symptom change with CT-PTSD is change in cognitive appraisals and related behaviours ([@bib8]). Another possibility is that change in appraisals with CT-PTSD, including modifying appraisals of the need for vigilance, the safety of the bedroom and of the individual when they sleep, could theoretically increase sleep duration as a result of reduced pre-sleep hypervigilance, hyperarousal, and avoidance of the bed and sleep. The results of the present study may be consistent with this suggestion, as a reduction in anxiety about going to bed was only found with CT-PTSD, and not with supportive therapy, and was associated with sleep duration increases. However, the direction of effects between anxiety and sleep were not determined, and it is plausible that sleep duration improvements may lead to reduced anxiety about going to bed.

The finding that CT-PTSD but not supportive therapy led to greater improvements compared to the waitlist in anxiety about going to bed and nightmares, may help to explain why only CT-PTSD led to sleep duration and clinician assessed insomnia improvements compared to the waitlist, whereas both therapies led to greater PTSD symptom improvements than the waitlist. It is possible that improvements in these specific symptoms supported increase in sleep duration and reduction in insomnia symptoms.

More research is required to look at how reductions in re-experiencing, hyperarousal, and appraisal modification may relate to sleep improvements with CT-PTSD, and to determine the direction of effects, by exploring the temporal precedence of these PTSD symptom changes and their association with sleep improvements.

4.1. Limitations and future directions {#sec4.1}
--------------------------------------

The present study has a number of limitations. First, the sleep measure available regularly for all groups, at every time point, was self-reported average sleep duration for the previous week, rather than a validated self-report measure of sleep disturbances, or a measure assessing the broad range of sleep disturbances found in PTSD. However, sleep duration provided a useful indicator of sleep change with CT-PTSD, and improvements were also evidenced in sleep quality ratings and self-reported and clinician assessed insomnia symptoms and nightmares, suggesting that CT-PTSD also had beneficial effects on a broader range of sleep outcomes. Furthermore, objective measures of sleep duration were also not available. Some studies have shown that PTSD patients' sleep diary reports of sleep duration are often consistent with actigraphy ([@bib17]), however it remains unknown whether CT-PTSD also has a beneficial effect on objectively measured sleep. Second, it is conceivable that the use of sleep diaries may have had a therapeutic effect on sleep symptoms in the intensive CT group, as daily self-monitoring of sleep before treatment may have a small beneficial effect on self-reported sleep ([@bib45]). However, this appears unlikely in the present study, as the standard CT group showed similar gains in sleep duration as the intensive CT group. Finally, as previously noted, memory updating was compared to no intervention rather than an alternative active intervention in CT-PTSD, which limits the conclusions that can be drawn from this finding. Further research should address these limitations, and investigate whether change in sleep with CT-PTSD is also reflected in objective data. Detailed sleep diaries meeting the recommendations for standardised prospective sleep self-monitoring ([@bib4]) are also required, to assess variables such as sleep onset latency and wake time after sleep onset. Future studies could also further examine the mechanisms of improvements in sleep duration in trauma-focused CBT, and examine the specific effects of memory updating interventions in CT-PTSD by comparing memory updating to a different active intervention in CT-PTSD.

Overall, this study shows that self-reported sleep and insomnia symptoms improved with trauma-focused therapy for PTSD, and that sleep duration improved faster when PTSD treatment was delivered intensively over seven days. The results suggest that updating the trauma memory, a key procedure of CT-PTSD, was associated with sleep duration increase, although specific effects of memory updating were not determined. CT-PTSD may affect sleep duration through associated reductions in hyperarousal symptoms, nightmares, and pre-bed anxiety. Initial sleep duration did not predict PTSD treatment outcome, suggesting that CT-PTSD can be effective in the presence of reduced pre-treatment sleep duration. For many patients sleep difficulties were residual after PTSD treatment, raising the possibility that sleep treatment preceding or following PTSD treatment could enhance sleep gains and perhaps also PTSD treatment gains.

The study was supported by the Wellcome Trust (grant 069777 to Anke Ehlers and David Clark).

[^1]: Note. \*\*\* = *p* \< 0.001.
